INTRODUCTION
H ans Reiter in 1916 described a case of Reiter's syndrome (RS) in a young soldier with conjunctivitis, urethritis, and arthritis, following an episode of dysentery. There are only a few reports of RS affecting children, and most of these involve males. [1, 2] Epidemiological data on RS are scarce, primarily because of its varying clinical features and lack of sensitive and specific diagnostic criteria. [3] Depending on the preceding infection, RS is classified into postdysenteric and sexually acquired RS, although it has also been reported after respiratory infections, urinary tract infections, and bacilli Calmette-Guerin treatment for bladder carcinoma. [4, 5] 
CASE REPORT
A 13-year-old girl presented with fever, painful swelling of the right ankle joint, and ball of toe along with redness of eyes since 15 days, pain in the left shoulder joint since 10 days. Multiple crusted lesions developed over her trunk 5 days after the initial presentation. There was no history of any recent gastrointestinal or genitourinary tract infection.
On general examination, she was febrile (38.1°C) and appeared ill. There were swelling and tenderness of the right ankle and first metatarsophalangeal joint with limited movements. The skin lesions were generalized, bilaterally symmetrical, well-marginated, erythematous, scaly plaques with adherent limpet-like scaling appeared over the chest, back, and gluteal region [ Figure 1 ] and only relatively sparing the scalp, lower trunk, genitalia, and mucous membranes. These progressed in number over the back. She also had bilateral conjunctival injection.
Routine hemogram was within normal limits except for normocytic hypochromic anemia and raised erythrocyte sedimentation rate (18 mm) and C-reactive protein. Urine routine and microscopy revealed pus cells (5-6/hpf) epithelial cells (6-8/hpf). HLA-B27 positivity was seen. Antinuclear antibodies, rheumatoid factor, uric acid, Mantoux test, blood, stool, and urethral cultures were all negative. The HIV (ELISA) test was negative. X-ray of the left shoulder and right foot showed normal radiological findings.
Histopathological section of the skin revealed a psoriasiform picture characterized by hyperkeratosis, parakeratosis, acanthosis, and spongiform macropustules in the stratum Malpighi upper layers and exocytosis of neutrophils in the lower layers [ Figure 2 ]. Synovial fluid studies were inconclusive, showing only lymphocytic cells. Routine culture was negative. She was managed with topical salicylic acid and mometasone and oral naproxen twice daily for a week. Her joint symptoms subsided in 1 week and skin lesions in 3 weeks [ Figure 3 ]. She was followed up for 3 months after remission and remained asymptomatic.
DISCUSSION
RS is characterized by the classic triad of urethritis, arthritis, and conjunctivitis, usually following a genitourinary or gastrointestinal infection. Young children are more likely to acquire the postdysenteric form whereas, in adolescents, the posturethritic form is the most common. [12] The full triad may not occur in all patients, and does not usually present simultaneously in children. [2] Lockie reported conjunctivitis as the most common manifestation in children. [13] It is typically described as bilateral and mucopurulent but may range from mild infection to severe inflammation. Nonspecific urethritis is generally limited to a mild, painless, and nonpurulent urethral discharge. Diagnosis of urethritis in young children may be difficult given the milder clinical signs. Urethritis can also be a postdysenteric phenomenon, apparently nonsexually acquired. This may possibly be due to urethral inflammation by mechanisms other than direct infection. [14] Mucocutaneous lesions occur frequently in RS and may confirm the diagnosis. Balanitis and vulvitis are rare in children and are highly suggestive of Reiter's keratoderma blennorrhagicum manifests initially as macules and vesicles which later develop hyperkeratotic papules and plaques with a pustular center. Oral erosions and ulcers may develop in some patients. HLA-B27 association in children is not well-established. However, in our case, it was positive. Histopathological findings are similar to psoriasis.
There is no specific treatment for Reiter's disease. However, spontaneous remissions are noted in some patients within 6 months. Tetracyclines are used to control underlying infections. Nonsteroidal anti-inflammatory drugs, corticosteroids, antimetabolites such as methotrexate and azathioprine have all been used depending on the severity of the disease and response.
Our patient, a 13-year-old girl, presented with fever, swelling, and pain in the right ankle joint and ball of the toe, and pain in the left shoulder joint followed by conjunctivitis. Skin involvement had manifested with the appearance of lesions of keratoderma blennorrhagicum, which were quite widespread. Typically, asymmetrical oligoarthritis was observed with peripheral involvement affecting the right ankle, the first metatarsal joint, and the left shoulder joint. The early age of presentation, in a female, with widespread cutaneous lesions, HLA-B27 positivity, and the absence of any preceding infection before arthritis are the interesting features of this case.
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